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Attachment 4.19-C
Page 1

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

STATE: OKLAHOMA

Payment for Reserved Beds in Long-Term Care Facilities

Payments are made to reserve a bed during a recipient’s temporary absence from a nursing facility or
an ICF/MR facility pursuant to the provisions of 42CFR 447 .40.

Payment is made to reserve a bed in a nursing facility for five (5) days per calendar year for hospital
leave days, when the patient is admitted to a licensed hospital. Therapeutic leave days are limited to
seven (7) days per calendar year.

Payment for leave days will be made at fifty (50) percent of the established rate for nursing facility
services for both hospital leave days and therapeutic leave days.

Payment is made to reserve a bed in an intermediate care facility for the mentally retarded (other than
periods of inpatient hospitalization). Payments are made for therapeutic leave days not to exceed a
maximum of 14 consecutive days per absence, with a maximum of 60 days in a calendar year for
ICF/MR recipients.

Payment for therapeutic leave days will be made at seventy-five (75) percent of the established rate,
for therapeutic leave days for ICF/MR facilities.
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